STATE OF CALIFORMIA—HEALTH AND WELFARE AGENCY PETE WILSON, Gavernor

DEPARTMENT OF HEALTH SERVICES
4/744 P STREETY
.0, BOX 942732
TAMEMTO, CA  54234-7320
{  657-2941

October 20, 1993

TO: ALL COUNTY WELFARE DIRECTORS Letter No.: 93-75
ALL COUNTY ADMINISTRATIVE OFFICERS
ALL COUNTY MEDI-CAL PROGRAM SPECIALISTS/LIAISONS

IMPLEMENTATION OF THE MEDI-CAL STATEMENT OF FACTS, (MC 210) AND THE MC 210
SUPPLEMENTALS

REF.: E-MAIL (EMC2 DHS #93105) DATED JULY 16, 1993 AND E-MAIL (EMC2 DHS #93167)
DATED SEPTEMBER 29, 1993

The purpose of this letter is to inform counties that the implementation of the revised Statement of Facts
form, MC 210 (August 93), is effective November 1, 1993. (Enclosed is an advanced copy.} Counties may
begin using this new version as soon as the advanced shipment arrives. Please refer to the Department's

T E-Maiir{(EMC2 DHS ™ No: 93105), dated July 16, 1993 which provides instructions for ordering the revised -
MC 210 and also information regarding the rescheduling of MC 210 training. This information was also
referenced in the E-Mail (EMC2 DHS No. 93167) dated September 30, 1993 which provided the upcoming
training schedule outlined below.

TRAINING

Although training on the revised MC 210 was conducted during April and May 1993, a variety of suggestions
were received which resuited in further refinemants to the core document, (MC 210), and the supplemental
forms. To provide an overview of the latest MC 210 revision and the supplements, MC 210 Update Training
has been scheduled as follows:

L Southern Region 1 Training Date: September 21;
‘ Training Location: Los Angeles {compieted)

L Bay Area Region Training Date: October 1;
Training Location: San Francisco (completed)

. Valley Mountain Region Training Date: Qctober 5;
Training Location: Rocklin (complated)

b Northern Region Training Date; October 13;
Training Location: Redding
(postponed from September 28)
2460 Breslauer Way, Cascade Room (Room 55)
Time: 10:00 a.m. - 2:00 p.m.
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] Valiey Region Training Date: October 21:
Training Location: Fresno (Address to be announced)
{postponed from September 30)
Time: 10:00 a.m. - 2:00 p.m.

. Southern Region 2 Training Date: October 27:

Training Location: San Diego {Address to be announced)
{postponed from October 13).
Time: 10:00 a.m. - 2:00 p.m.

If your county had planned on attending one of the postponed training sessions, or your staff is unable to
attend the new tfairﬁng scheduled for your region you may attend one of the sessions provided in ancther

region.

At the MC 210 update training, counties will have an opportunity to review the most recent MC 210 changes,
ask questions, and receive individual instruction as needed. We encourage counties to ensure the
appropriate staff attend these training sessions. Please contact Tony Plescia at (816) B657-3185 or
Sherilyn Walden at (916) 657-3091 to let us know which training session your county will attend and the
“umber-of-staff attending-that-training -session:

FORMS PROCEDURES

As the structure of the revised MC 210, and the creation of various supplemental forms, result in a notable
change to the current form, related procedures will be released shortly. These procedures outline the proper
use of the core document (MC 210); and provide an explanation on the use of each supplemental form, if
needed, to gather further information at the face to face interview. Instructions on the use of these forms
will also be discussed and reviewed at the training sessions.

ORDERING

As mentioned earlier in this letter, EMC2 No. 93105 asked counties to submit to the Medi-Cal Eligibility
Branch (MEB) an estimated monthly usage amount, (2 month maximum), of the MC 210 and a projected
amount for the supplementals. If your county did not place an order for the MC 210, a minimum of 100 or
a camera ready copy will be shipped. (Smaller counties will receive 100 copies of the MC 210; larger
counties will receive a camera ready copy.) Also, if your county did not place an order for the MC 210
supplementals or the MC 219 (formerly the cover sheet to the MC 210) from the MEB, you wili need to order
directly from the warehouse.

If you have any questions, piease contact Leanna Pierson at (916) 654-0630 or Sherilyn Walden at
(316} 657-3091.

Sincerely,

ORIGINAL SIGNED BY

Frank S. Martucci, Chief
Medi-Cal Eligibility Branch
Enclosures



READ THIS FIRST

USE THESE INSTRUCTIONS TO HELP YOU FILL OUT
THE ATTACHED MEDI-CAL STATEMENT OF FACTS

——

Read the Statement of Citizenship, Alienage, and Immigration Status (MC 13) for
important information regarding restricted benefits and alien status.

2. Print all answers in ink (black ink is best).
3. Please note the following:

“Applicant” means: a) you, if you are applying for yourself and you are an adult or a
child applying for minor consent services; or, b) the person in long term care.

“Caretaker” means a relative other than a parent who is applying on behalf of children
under 21 years. A caretaker may ask to be included in the children's Medi-Cal case.

“Family Member” means: a) you - even if you are a single person; b) your spouse or
other parent of the children, living with you; c¢) your children under 21 years, who are
living with you or are away at school; d) your spouse's or other parent's children under
21 years, who are living with you or are away at school; e) your unborn child.

4 Ifgou answer “‘Y“eé"to'a'ny question from 23 through 39, you must give proof.
5. lfyou have a problem with any question, ask your worker for help.

6. If you need more space to answer any question, use question 40.



Siaa of Californm—Health and Walisre A ganey Ewpartsant sf Healuy Servsom

STATEMENT OF FACTS (MEDI-CAL)

gl@ Home wddress Number Street City ZipCode | COUNTY USE ONLY
‘ '-39 Cane Naro:
as Mailing addresa (If different from above)
g i Cass Na.;
32 (Area Codw) Horme phoos (Area Code) Wark phane (Area Code) Message phone Person with whom to leave Worker No:
% € « « e Dt

If any alien is asking for restricted Medi-Cal benefits, DO NOT fill in the shaded area below for Social

Security Number,

LIST ADULTS HERE -} -

E J(@ Aepiicant or Carwiakers Nacne (Firet, Middle, Last) Relationehip to Applicant
m s—
Marital Statow (check one)
: 0 Marriad J Never Married [ Commaon Law
et e ] Widowsd O Divorcad {0 Bopmrated (Dats)
2 I Birthdate 1a the Pareces Blind or Disabled | Pregnant
g 0 Ya ONe -- 40Y=--—-0ONs
P |® Bpounse/Cther Parent (First, Middle, Last) Ralationahip 10 Applicant
[
Sacial SeenrieyNi Marital Status {chack o)
% RS £ Marnied (3 Never Marmied (J Conunon Law
S O Widowed C Divorosd {0 Separsted (Date) O Male (J Famale]
Birthdate la the Person Blind or Disabled | Prognant Medi-Cal Raquasiad
C Yes J Ne 0 Yes 3 Ne O Yma I No
Childs N. Firet, Middle, Last) or *unborm’ Relationship W Applicant lnkage| lmpmig. B8N { Preg
.@ ilds Name ( First, Middle, P MCLS .
In Behool Eex
P ; _ ik S O Yes 0O Ne O Male (7 Female
Birthdats or date unborn s due 1n the Parson Blind or Disabled | Pregnant
00 Yeu 0O Ne O Yes D No -
Father's Name s Either Parent (v) Maedical Support [ YES [JNO
0 o d 0 d []Atmam [ Uosmpieysd { MNotin home,:18-21 &
Mothers Name Child Living in Home Modi-Cal Requested { - Bxdep.7. CA 21 0
O You O No 0 Y O No
.@cm'ur- Name ( Firat, Middle, Last) or “unborn® Relationabup to Applicunt ‘::-: P .
Social Security Numbar In Schaol Sex
R : i O Yes O Ne O Malw O Female .
g Birthdate or date unborn 1 doe Is thet Perwon Blind or Disabled | Pregnant E
O Yes O Ne 0 Yes [J Ne _
S Father's Nama Ia Either Parent (v) 7 Medical Support [J YES [1NO
= [ Detwssed [] ncapacitatod [ Atment [T Unwsploved | Notinhome, 18-21 &
©C [Mothars Name Child Living in Home Modi-Cal Requasted | xdep.? CA21 O
O Yea 0 Na O Y O Ne e s
@cmu- Nama { First, Middle, Last) or “unborn Relationship w0 Apphicant oy
MG 1
Tn School Py —
el HREE RS : : i : O Yea J Neo 0 Muale ] Famale
Birthdaie or date unborn 1 due le the Person Biind or Disabled | Pregnant
3 Yeu £ Na O Y (I No
Fathara Name Is Eithar Parans (¢} Madical Support £3 YES (3 NO :
O b 4 (] Inmp d [ Adwecn O] Unsmpioyst |- Notin home, . 18-21 &
Mothera Name Chil Living in Home Medi-Cal Requestad | tmxdep.? CA 2.1 (]
O Yeu {J No J Yea C No
IF YOU HAVE MORE THAN 3 CHILDREN LIST HERE. . :
J'Mcalesc.

LIST NAMES ONLY AND TELL YOUR WORKER:

"3 Possntlal Snsede . .

Poom 1 AfF



SR | 122 | NO 1 COUNTY USE

'@ 1s there anyons living in your home that you did not Het? Relaticaship:
List Name(s): i} o
Ei e 10 LTC return
¥ homein 6
o LB) is any family member living in & nursing home, bospital or board and care homo? .......... ] MC176 W1
Name of person: e o
Name of Home/F acility: R [ ExcasaB&C
Dats Entered: NN SR Amaount:
Intend to retura home? —
E Are you or any family member claimed as s tax dependent by & pereon not living with [0 Tax dependent
Bt you? 1
[ stier sent
| gq Name apd address of person claiming the tax deduction: Date:
& MC21
a
3 Do you or any family member have a home cutaide California? i dant?
g @ Are you or any {amily member living outside California? .. icereanens OYes [ONo
5 @ Do you and your family plan ta stay in California? . ———
@ Are you or any famiiy member on strike? R
. Are you, your spouse or the other parent in the home working?
i % @ List Name: Hours Per Week: O 1ru-Parent
5 E List Name: " Hours Per Week: MC2103-W
o
§ E, v Aretheperson(s)in @ locking for work or more hours of Work? ... e [] UIB Referral
- Have you; your spouss;-other-parent or any children worked in-the last 2. years?............. | . —. . . ..} Redetermination; Fed
. Eligibility determined per
List Name(s): - MC 210 dated:
Did you or any family member get medical care or pregnancy care in the last three
g @ months? List Name(s): D MC 210A
E Retru:
7 Mo__ xMo___ M.
= @ Do you or any family member have a physical or emoticnal problem which makes it [0 DED Packet
o difficult to work or take care of personal needa?
; List Name(s): [ Other Verif
8 @ Waa the physica] or emotional problem caused by an injury or accident? ..o ceererererees O cwCeo41
< @ Have you or any family member ever applied for or received assistance such as AFDC, ] Pickle Screening:
o B Food Stampe, Medi-Cal, SSI/SSP, or other benefits? 0
3 E List what kind: U sea
L= List where received: O Post MC _
© Lint when received: O so+v3
@ Have you or any family member ever been in US. military service?.....ccowomecrerceercssanessnane 0 cas
3 o List Name{a):
&)
=5 @ Are you or any family member the spouse, parent, or child of & person who has been in
2% U.S. military service? -.......oemeieens
= &

List Name(s):

MG 210 (352) Page 2 of 6



Do you or any family member have any of the PROPERTY/RESOURCES ligted below? COUNTY USE

The county will determine whether or not the resources count. Obtain Verif, and
* Include all resources owned, used, controlied, shared or held jointly with or for other person(a). ‘:l‘“ Donexempl
. ) value
* Inciude resources on which you or a family member are named (even for convenience only). 1 MC2108F
YES [ NO| WHOSE PROPERTY [ VALUE |LJ Current Mo
Income Incloded
um: @ Persanal chacking account? Enter how mary asounta; e
2 Bank name: Accimnt oumber; - s
§ Saving or credit union account or trust fund? How many? S
& Where. Acowntoumber 1 $
E TRA, KEQGH, daferred compensation, retirement S
aceount or annuity? s
g Enter how many accountas: oo
g Cash or uncashed checia? ’ 7
Stocks, bonda, certificates of deposit or money market
accounts? $

@ A home (whether you live in it or not)?

Other houses, land, buildings, mobile homes or life estates
(ia or outaide the US.J?

Mortgages, promisecry notes, desds of trust or sales contracts? eeeeme..

REAL
~ESYATE

E @ Car, truck, maotareycle, trailer (any kind), ofl-road vehiciea,
airplanes, boats, campers (running or nst)?
§ Enter how many vehicies owned: EXEMPT
2] m
E Do you owe money on your vehicies? = O No
- o i e e e . . ‘
@ Have jewelry (not weddingfengagement or heirloom) N
worth more than $10¢7 ' ) g o
If you are applying under Pickle, do you own household goods or personal o but,
iterns vaiued at more than $500 per item (i.e. musical instrument)? .......... jointly owned - * O
ﬁ Life insurapnce? Entar how many politics owned: . P e =
E Mineral rights or mining claims (oil, gan, coal, etc.J? $. s
Q Burial Trusta or contracts, insurance, money for burial or N
cemetery plots, caskets or other burial items? $
Enter how many:
Other assets or resources? s
,.% @ Business: checking/savings sccount or cash $
é Busipess equipment, vehicles, tools, inventory or materials
= (induding livestock or poultry not for personal use). | NS
a Type of Equipment:

@ Has unyone given away, transferred, sold or traded any "
money, vehices, property or ather rescurces like those listed
above in the iast 30 montha? If yes, complets the following:

Item Data

[ Transferred [J Sold
O Traded [0 Closed . -

TRANSFER

{0 Given Away
@ Have you barrowed money agsinst your property
10 pay medical billa? .
% Has s lien been put on any of your propernty as security
5] for medical care? ..
- Have you usaed any of the itema sbove 1o pay for
mexdica] care?
Total Nonexesmat
Property minus current s
mo. Income

MC 210 (383) Page 3 of 6



Answer jor all family members in your homas including yoarself.

lottery/bingo winnings, lump sum payments)

TECK FACH FEEM *YES™ OR N e -+ COUNTY USE
} . VES, YOU MUSBT COMPLETE ALL ITEMS FOR YES NO Whose Bof, How Use copy of award
1AT INCOME. Income ore Often | Mtuar o chack or other
Taxes - varifieation.
@ Money from a job? (including occasional work).........
If yea, how many people in your bome work? __ 0O - Weakly (4.33}
§ 0O B-Wekly (2157)
Do you expect a change in your job? oo O Mosthly
8i (More hours or more money)- T T {1 Twice Monthly
O Acioal
& Explain; O Other;
E @ Seli-employed income (inchades bxxinsss, baby
sitting, out-of-home sales, ywap meets, arts, crafts &
S income from crops or other farm inmme). [ TaxSts .
E If yes, bow many people are self-employed?___ L) Profivics
@ Social Security Benefits (SelD $
Bocial Security Benefits (Others) $
Bocial Becurity Bene(its (Others) 3
Cash Aid such aa: SSL AFDC, GR/GA or any other $
Child/Spounsal Support or Alimony $ _
Cexasicnal?
Money From Friends or Reistives $
Railroad Retirement $
=] o Veteran's Benefita/Military Allotmenta 3
Worker's Compensation L
E Unemployment Benefita (Self} i o s T T
g Unemployment Benefits (Others) $
Disability or Sick Benefits $
Pensions or Retirement 3 7
- Bcholarships, Loans, Grants :?"W’ 8E
Interest income or Dividends ‘
Income From Rent or Contracta: L
(Inchuding Room and Board} t
Income from Training Program
Name of Program 3 .
Any Other Unearned Income: (incduding I*W

insurance, etc.

HUGM AN
BOARD

L

Raceive Rent/Housing/Food (Room and Board):

ffyes checlk baxes: | work For

Housing (Room and Board) [} ]
Utilities O 0
Food D D
Clothing 0 U

D.‘; .
Value

0O MC2108I1

O Sneade

MC 210 (3/53)
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CHECK EACH ITEM “YES" OR "NO” crm———- NO WHO MONTHLY COUNTY USE
PAYS AMOUNT | MC210S-W
@ Does the self-employsd person have busineas expenses? ... ..... O3 Verifi
0 Court Order

Does anyone in your home pay child/spousal support, slimony or
make cther payments (medical, dental, etc.) for ssmeons who
does not live in the home?

[0 . Actual Payment
S

[0 Dep. Care

Does anyone in your home pay someons to care for a child, a N ]
disabled or elderty adult so that & household member can worik, Raceipts .
attend training or school or look lor work? List persons cared
for: )

[J Receipts

Is anyone in your home & working disabled person who has
medical expenses necessary to keep the job, such as
wheelchair?

OHC AND OTHER EXPENSES

®

Ia anyons paying college or sducational costs? ... oorirv e

Does anyone have health/medical insurance or gt

Modicare? Who is insured? (List Names) 0'qowr (T SLMEB
1 DHse1Es

List Name of Insurance: 3 gIFP (J ECQHP

Is health/medical insurance available through fﬂc CODE:..__..

g_mpio)f_ment? - e a N

Has your health/medical insurance stopped in i

the last 60 days?

ADDITIONAL
INFORMATION

Additional Information: {List sany sdditional information for Questiona 1 through 39)

DI-CAL

[

-ES: YOUR ANSWERS TO THESE WILL NOT
C

BEh

B. If you are pregoant, you can get help finding a doctor, getting

C. Areyou breastieeding a child?

D. Do you want information about Family Planning Services?......
E. Do you want to talk to a social worker about other servicea

Regular check-ups to help protect your family's heslth are
available upon request through the Child Health and

NO

COUNTY UBE " .

Disability Prevention Program (CHDP) for eligible mmembers
of your family under age 21,

* Do you want more information about CHDP Services?.....

* Do you want CHDP medical or denta) services? ...

{1 CHDP Brochure and Explanation Given

Date:
0. Refermai

transportation to see the doctor, and other help. Do you want
to talk to somoone about this help?

Have you given birth within theJast three montha?.................]
*  If you answered “YES" ta either of thess questions, you

may be eligible for servicea provided by the Special
Suppiemental Food Program for Women, Infants and
Children (WIC)

DPtcg-umt o .‘Pu'entoraua:dlan‘.

of child under 5 -
3 Postpartum...

O Breasticeding:

which may be svailabis to you?
¢« If “Yes.” briefly describe:

O Famly Planning Information Given
O BeferredDater

MC 210 {390)

Page b of €



CERTIFICATION

I have read and received a copy of the MC 219,
+ 1 gm aware of, understand, and agres to meet all my responsibilities as described on the MC 2158.

« ] understand that all of the statements, including benefit and income information, that ] have made on this form are
subject to investigation and verification.

* ] understand that Section 1137 of the Social Security Act requires that I provide Social Security numbers (SSNs) for
myself and any family members if I/'we requesat full Medi-Cal benefits. I understand that my/our SSNs will be
verified and will be used-in- & computer-maieh- 1o checle the income -and reseurcves-l/we report with information from
welfare, atate employmsnt, income tax. 3ocial Security Administration, and other agencies. I understand that this is
done to maks sure that myfour family's eligibility and share-of-cost level, if any, are correct.

I declare under penalty of peviury under the kaws of the United States of Amevien and the State of California that

the infosrmation cantained in this Statement of Facts is teue and correct.

Bignature of Applicant Date
Sigonatre of Witneas (If applicant signed with a mark) Date
Signature of parson helping applicant [ili out the form Date

At is the responsibility of the henceficiary and pevson acting fm' the applicant/recipiont to report to the Eligibility
Warker within ten (10) dayS any ch.mgrs that occur.

Signature of Person Acting for Applicant/Beneficiary Date

TAc 1 of Person Acting for Applicant/Beneficiary Phone Number of Person
_ Acting for Applicant

COUNTY USE ONLY

MC 210 (3/83) Page 6 of 6



STATE OF CALIFORNIA - HEALTH AND WELFARE AGENCY

ADDITIONAL CHILDREN

(SUPPLEMENT TO THE MEDI-CAL STATEMENT OF FACTS - MC 210)
TF YOU HAVE MORE THAN THREE CHILDREN, LIST HERE AND GIVE THIS FORM TO YOUR

'RKER

y alien is asking lor Resincted Medi-Cal benebits, DO NOT G in the shaded area below lor

Securily Number.

i

DEPARTMENT OF HEALTH SERVICES

MED-CAL PROGRAY

COUNTY USE ONLY
Cass Narhw

@ Child's Name ¢ First. Middle, Last) or "unborn”

‘ Relationship to Appiseant

Social Secunity Number

[n School Sex
!D Yes O Nn O Male (O Female

Birthdate or date unborn is due

| Is the Perwon Blind or insabled | Pregmant
0 Yes O Neo i O Yea 3 Ko

Father's Name

1a Either Parent (v)
[ Docessad [ Incwpsciated [ Absant  [J Unemployed

Mothers Name

Child Living in Home I Medi-Cal Requested
O Yen O Ne | F Yes 0] No

Madical Suppont (1 YES (O NO
O caza
J Motinhome, 18-21 & tax ep.?

@ Child's IName ( First, Middle. Lust) or “unbormn”

Relationship to Applicant

Linkage{ Immig { BEN | Preg

Crluas/

MC 13
Social Security NMumber [n Schoal . Sex
0 Yes J No 'O Male {J Female
Hirthdate or dale univorn 1s due { 1a the Persan Blind or Lhaabled i Pregnant
103 Yea O Na O Yens 0 No
Fither's Name Is Either Barent (v) Medical Suppont (J vES [J NO
d b d L1 d ([0 Absent T Unemployed. O cazs
Mother'a Name Child Living in Home i Medi-Cal Requested O Notixhome, 18- 21 & tax dep.?
O Yes O Ne 3 Yes 0O No

@ Child's Name ( Fhvrat, Ahddle, Last) or "unborn”

Helationship o Appicant

Lin ksl

Crtnen/
imrug. | 838 | Prg
MC 13

Social Security Numbar

In School . GQey
O Yea O Na 7] Male O Female

‘ﬁ‘u‘?tﬁ'd‘ﬁté ordats univormodue

fa-the-Person Blind or- Diaalled | Pregnant
O Yes O No ' [J Yes  [3 No

wr's Name

[s Either Parent (v)
'} Decannnd Dlmnp.mul—d O Abeant U Unsmpioyed

Mother's Name

i Child Living in Home Medi«Cal HReguesied
" Yen O Ne O Yeu O Xe

Medical Support {J YES O NO
{1 caza
{J Notinhome, 18-21 & laxden ?

@ Child'a Name ¢ First, Middle. Lnst) or "unborn”

Relatyonahip o Appiicant

[F

Citizon
immg { BAN Preg
MC 13

Social Secunty Number In School Sox

3 Yes 0 Ko 3O Mate (O Femaie
Dirthdnate or dnle unborm w due Is the Person Blind or Lasabled ' Pregnant

O Yea O Na OYes O Na

Father'n Name

Is Either Parent {v)
!D Decoamnd [ incapacnaiad (J Absent [ Unempivyed

Mother's Name

Child Living 1n Hame Medi-Cul Regurnted
O Yen 0 Ne O Yes O Ko

Meaicat Suppont (] YES T NO
0O caza
O wnotinnhome, 18- 21 & Lax gep.?

@ Child's Narme { Fyrut, Middle, List) or “unlorn”

Relationshsp Lo Applicant

Linkage)

Citizens
immug | SSN | Preg
MC 13

Social Sccurity Number

Dirthdate or date unborm s due

In School Sex

O Yes O Ko O Male O Femnle
s tha Person Blind or [huabled | Pregnant

T Yes O No O Yen O Ne

Father's Name

1s Either Parent (v}
[J Decasmd [J licspacitaiad  [] Absent {J Unemployed

Mothers Name

Chitld Living i Home Medi-Cal Hegqueated
O Yes J Ke 0 Yes 0 Neo

Medcal Suppon [1 YES [ NO
0 cazt
0 Notinnome, t8-21 & lax dep.7

®Child‘x Name ( First, Middie, Lasts or "unixsn”

Relatianship to Applicant

Linkags

Came
Immig. | SN
MC I3 Free

“ocial Security Number ! In Schnal e
| 3 Yeu T No 2 Male O Female
hdate or dnia unbomn s due i lu the Pernon lind or (hsabied 1 Pregnant
! [j You D Nu ] Yoy D Nu

|
|
|

Father's Name R

| ia Either Parent #) ~
] Decensed [ Ircapaciated {1 Absent [ Unemploysd

| I Y W

TR T N

Meaicai Suppont {] YES [1 NO
[ cazt



DEPARTMENT OF HEALTH SERVICES
MEDI-CAL PROGRAM

STATE OF CALIFORNIA - HEALTH AND WELFARE AGENCY

VOCATIONAL AND WORK HISTORY

 NAME: CASE NAME:
TASE NUMBER: WORKER NO. PERSON NO. DATE:
A. Have you worked. quit a Job, or retused a job or training within the last 30 days? (] Yes (J No
Name and Address of Employed/Training Last day of JobvTraireng Amount of last Paydhedk
Menth Day Yoar
$
Hours oif Work/Trmrng n ast 30 days Raeasan kor Laaving or Refusal
B. Are you actively seeking work.? []Yes [J No
C. Have you received Unemployment Insurance Benefits (UIB) within the last 12 months? [J] Yes [ No
D. Do you earn any other money, such as tips, commissions, overtime, shift ditterential, etc. [ ] Yes J No
If “Yes”, how much? § Days worked per week: Hours per week:
E. List your employment and training history ior the last 5 years. Begin with last job or training.
Name ot Employer Work or When Employed Amount Paid Name ol Employer Work or When Empkwed Amount Paid
or Traming Program Training {(MoDay/Yaarn Monthily or Training Program Traimng {MoOay/Year) Manihly
1. O Work |From /7 / 4 00 Work jFrom ¢ /[
O Training | To VAR O Training | To it |8
2 O Work |[From / ¢/ 5. (0 Work |From !/ !
O Training | To AV O Training! To i1 1%
3. O Work |[Frem ¢ / 6. O Work |From / /7
C Training | To V. $ O Training | To [ $

t understand that the statements | have made on this form are subject to investigation and verification. *I declare undar
.enally of perjury that the foregoing statements are true and correct.”

Signature:

Date:

Person No. ¢ -

Name:

A. Have you worked, quit a Job, or refused a job or training within the last 30 days?

1 Yes

J No

Name and Address of Empicyer/Traursng

Lasi day ol Job/Trairng

Amount of last Paycheck

Monith Day Year
$
Hours of Work/Trauning in last 30 days Reason for Leaving or Refusal
8. Are you activaly seeking work.? J Yes (J No
C. Have you received Unemployment Insurance Benefits (UIB) within the last 12 months? [ Yes [ No
D. Do you eam any other money, such as tips, commissions, overtime, shift differential, etc. [J Yes [J No
it “Yes”, how much? § Days worked per week: Hours per weak:
E. List your employment and training history for the last 5 years. Begin with last job or training.
Name oi Empioyer Work or When Employed Amount Paid Name of Employer Work or When Employed Amount Paid
or Tramng Program Tranmng {Mo/Day/Yean Monthly or Trairung Program Trainng [Ma/Day/Yearn Monthly
1. O Work From / / 4, O Work From /
O Training| Ta (|3 O Training{ To A ]
2. O wWork Fram /1 ¢ 5. 0 Work From + /
A Training | To ;o 1% O Training| To / 5
3 O Work From ¢ / 6. 0 Work From / /
; g Training|To /7 7 |$ O Training|To  / / |3

¢

| understand that the statements | have made on this form are subject to investigation and verification. “| declare under
penalty of perjury that the foregoing statements are true and correct.”




EMPLOYMENT INFORMATION CONTINUED

NAME: DATE:

Parson Number: Data Employmant began: ! / Work Hours: from S ) - ‘COUNTY USE ONLY %
OccupationiJob Title: Tero e
Address: Work phona # : { )

Typa of income (Example: Child suppont, grants/ioans, UIB, kottery, rantai, eic.)

If your incoma changas from manth to month, show your actual incoma lor the currant month in “Month 1°
below, and your estimated gross incomae for tha loilowing two months in “Manth 2° and *Month 3™

Name and Occupation Manth 1 Month 2 Month 3
$ $
$
It sefi-ampioyed, compiste the following: Adjustaed gross income from last tederal tax retumn: $
Has income changed? Cves [ No
If income has changed or no lax return, what was:
Changed Income Amount Changed Income Amount
Gross profit per year of cash payment . ]
from soif-employment 3 Businass c:mckmg acsount; $
Business expensos per yoar (Example: ]
Salanes W smployes's eauipment); .S o Average monthly cash expencitures:. _ H -
] i Average monthly cash drawn from
Cash on hand for business: $ BUSINGEE: $
Do you or any family membear pay child suppon or alimony under a court order or
basad on an agreament with tha District Attornay? [ Yes O No
it “Yas", plaase complete the following:
W"m‘LVm’_;’“"““‘ By whom Date last paid To whom
$ / /
Doas anyone who works pay for care of a child or disabled adult? (1 Yes {d Ne
it “Yes”, please complate tha following:
Person t Person 2 Parson 3
Name of person recamng cane
Aga ol person receivwng care
Amount of payment and bow olan % every {$ pvary ($______ every
pad Ddayl]w«kl:lmmml day J week [J monthi] day (O week (J month
Who da you pay for the care: Namae Address

Is there a non-working member of tha family (parent, sisterbrather of child,

spousa or chikd of an incapacttated adult) fiving in the home? (J Yes (] No
is that person able to take cara of the child or incapacitated aduit? ] Yes 3 No
It you are a working disabled person, do you hava any madically-related .
expensas which are necassary for your ampioymeni, such as a wheselichair, stc. 7 M Yas 3 No
If "Yes", list balow:

Type ot Expanse Amount

a Vodﬂcnlim o paytnant

O Cther person in MEBU -

O IAWE (@MBany) |




STATE OF CALIFORNIA - HEALTH AND WELFARE AGENCY

DEPARTMENT OF HEALTH SERVICES

MED{-CAL PROGRAM

MEDI-CAL U-PARENT DETERMINATION WORKSHEET

NOTE: DETERMINE THE CONNECTION WITH THE LABOR FORCE FOR THE P.W.E. ONLY.

. Delermination of Primary Wage Eamer (P.W.E)
Intake:
a. Application date OR date U-Parent deprivation began.
Entar MO/YR
b. Month #1 - Sublract 2 years from line A. {Circle MO on chart)

c. Month #24 - MO/YR immediately preceeding line A
{Circle MO on chart)

CURRENT YEAR 19 YEAR 19 YEAR 19
Q>Hmwdz>ﬂﬁm 0>H§042>m mzoghaOJZ>m o =z
Name a{%faﬁalaail‘til&!g%a %aai&i‘&sa 8«“’»2%22%%‘&‘7‘“3‘
Father:
- IMother——- -

NAME
1. The P.W.E. meets the definition of Unemployed-parent by either:

] NOT WORKING
QR

(] WORKING LESS THAN 100 HOURS A MONTH FOR MORE THAN 30 DAYS

II. Enter complale total eamings for 24 month period on the above chast. Person earning greater amount is P.W.E.

J ves L] No

2. The P.W.E. has not refused an otter of employment or
employment-relaled training or quit a job or employmant training
program within 30 days, without good cause.

(] YES (Has not

Quit/refused w/o
good cause)

J NO

3. The P.W.E. has applied for and accepted UIB 1o which entitled.

O ves O no

MC 176 U (2/8Q)

{OVER)



4. The AFDC-U parent has established a connection with the labor force by either:

A O Receiving, or being eligible 1o receive, UIB within one year before application for aid.

QB
B. UJ Having 6 eligible quarters out of any 13 consecutive quarters in the last

17 calendar quarters belore date of application for aid. {Complete Below)

O ves [ NO

e -f_v":

STEP ONE: Beginning with year of application, enter 5 consecutive years.
STEP TWO: Enter # 1 in the quarter within which the application date falls.
STEP THREE: Beginning with quarter # 1, number each quarier, left to right, through
quarer # 17.
STEP FOUR: From the CWD 282, check eligible quarters.
An eligible quarter is: 1) Eaming at least $50 gross in a quarter QR
2) Participating at teast 5 days in an approved training program.
STEP FIVE: Count checkmarks in each 13 consecutive quarter grouping until the 6
_ eligible quarters criteria is met. '
YR. 19 {Currant Year) | 19 19 19 19
“OTR. -OCT- ALY - ARR—f JAN-— - OCT— | XY - AR | JAM | OCT_JJULY-§ ABR- | JAN. | OCT-_|JULY- | APR- | JAN- | OCT- |ALY- | APR. | JAN- -
' DEC |SEPT {JUNE | MAR | DEC [SEPT | JUNE [MAR | DEC |SEPT | JUNE {MAR | DEC |SEPT | JUNE | MAR | DEC |SEPT | JUNE | MAF
$50
TRNG |
How many checkmarks? Quarer Grouping: 1 thru 13 c 2thru 14 : 3thru 15 ;4 thru 16 5 thru 17
5. The P.W.E. is unemployed for reasons other than participation in a labor
dispute. (Strika) J vyes O NO
6. ARE QUESTIONS 1 THROUGH 6 ALL ANSWERED YES? O ves O no

IF NUMBER 6 IS ANSWERED YES, THE CASE IS AFDC-MN LINKED.

IF NUMBER 6 IS ANSWERED NQ, THE ENTIRE MFBU IS MI, UNLESS DEPRIVATION EXISTS.




STATE OF CALIFORNLA - HEALTH AND WELFARE AGENCY DEPARTMENT OF HEALTH SERVICES

INCOME IN-KIND/HOUSING VERIFICATION
(SUPPLEMENT TO THE MC 210 STATEMENT OF FACTS)

WE NEED THE FOLLOWING INFORMATION TO DETERMINE THE VALUE County Use Box

OF THE HOUSING/RENT, UTILITIES, FOOD OR CLOTHING THAT YOU ARE | cace namm:
RECEIVING FREE OR IN EXCHANGE FOR WORK.

" IN-KIND INCOME VERIFICATION

A. Applicant Authorization Section: (Sign this section if you want the caunty ta verity (N-KIND INCQME)

Name(s):
Address:

| hereby authorize county to contact
concerning any of the information requested below.

Applicant Signature: Data:

B. Provider Statement Section: (Statement of person giving/sharing housing, utilities, food. clothing, etc.)

1. The person(s) named above receives from me/my family:
U] Housing/Rent (] Utilities [J Food [ Clothing [ ] Cash
* Thisis{_ Free (T] In exchange for ‘
; * [/We have peen providing these items since
s [ fWerexpect-torcontinue to-provide these items-until -

2. |/We share household expenses with the person(s) named above. [ | Yes [ ] No
(If no, go to number 3.)

Qur shared arrangement is:

3. The TOTAL cost of household items at the above address is:

Housing Rent Utilities Food Clothing Cash.

» The number of people in the household at the above address is:

i 4. My relationship to the person({s) named abovae is:

{CERTIFY THAT THE INFORMATION IN THIS SECTION IS TRUE AND CORRECT:

Provider Signature Date:

Address: Phone: ( )
Part 11. HOUSING VERIFICATION

SIGN BELOW ONLY tF YOU. THE APPLICANT, WANT TO PROVIDE INFORMATION ABOUT FREE HOUSING OR RENT PAID
TO A RELATIVE AS EVIDENCE OF RESIDENCY. BEFORE YOU SIGN. YOU MUST FILL IN THE HOUSING INFORMATION
REQUESTED ABOVE.

| understand that the nformation | provide as evidence of residency may be ventfied by county or stale employees
| processing my application. | agree 1o cooperate with any such employee in the verification of this information. |
I hereby authorize any county or state employee responsible for administering the Medi-Cal program to contact
concerning any of the information provided above.

| DECLARE UNDER PENALTY OF PERJURY UNDER THE LAWS OF THE STATE OF CALIFORNIA THAT THE
INFORMATION CONTAINED IN THIS STATEMENT IS TRUE, CORRECT, AND COMPLETE.

Appticant Signature: Date:

MO SCTRALY



STATE OF CALIFORNIA - HEALTH AND WELFARE AGENCY

Student Educational Expenses
Supplement to the Medi-Cal Statement of Facts - MC 210)

DEPARTMENT CF HEALTH SERVICES
MEDI-CAL PROGRAM

COUNTY USE ONLY

Case No
Workar No.;
Date:

¥ you or any family member are in college or attending a similar educational institution,
piaasae till in tha following:

566 MEM 50447 for allowable

education axpenses.
A Sudent's name(s):
EXEMPT:
Name of insttution(s): UL
[J Fullime 0[] Pan-tma O Ful-ime (JPantme § O Entire amount:
Status of student(s): 0 Grad O Undergrad | [ Grad O Undergrad | (3 Oniy expenses
B.  Grants, Loans, Scholarships, Fellowshipe: VERIFICATION (Lisy:
Amount received: $ s
Source(s) of grants, loans, etc.;
How often recoived?
C. Expenses Per Term:
Is 1arm a semasier, quartar, year? -
Tuition/tees: $ $
Books, equipment, and suppiies: Teansportation cosis allowad
show computations):
Chilkd care necessary for schooi: 5 $ ('1 Lo - )
D. Transportation to School/Child Care:
Round trip miles per day: IR
Schoel attended how many days per week:
Type of ransportation used (own car,
bomrowad car, car pool, bug, ete.):
Costs (per month);
® Amount paid by student (not own car) $ $
® Amount paid by riders 3 S
® Parking, tolls, etc. $ s
Is public transportation {bus, frain,
alc.) available? O Yes O No [ Yes O Ne
@ |f yos, indicate cost; $ $

MC 210 5-E (399)



STATE OF CALIFORNIA - HIEALTH AND WELFARE AGENCY DEPARTMENT OF HEALTH SERVICES
MEDI-CAL PROGRAM

Property/Resources
(Supplement to the Medi-Cal Statement of Facts - MC 21 0)

Please fill in the following, if you answered “YES" {o certain Property/Resource guestions from the Statement of
Facts MC 210.

@ Fill in the tollowing if more room was needed to list liquid resources ( Checking/Savings/iRA'S, COUNTY USE ONLY
Stocks. etc.)
l(.ﬁ Account ; Current
a0 Type of Resource Owner of Resource ~ Number Name and Address : Value Case Name:
235 |
S o |$
dw : .
w . Casa No.:
a s i ‘5 Warker Na.:
! B ¥
5 15 Date:
A. It you or any family member answered “YES” ta awning or buying any of the items listed under the Varification of *Good Cause’
@ Real Estate pant of the MC 210, fill in the following. List any property in any state or country and all for Nonutitization of Proparty
land you own, have title to, or share ttle in, ITEMS: Houses, lots, land, apartments, mobile homes
taxed as real propery, ar other. Varificatien of tncome and
Expensas (Lis\):

Address or Legat Description of Property:

Name of Owner:

Does anyone live there now? [J Yes [ No How long have they lived thera?
B | Name of person livingthers: " Ralationship 1o you: __

- Do you plan te return to that property 1o live? O Yes 1 No

ol {You must notify the county within ten {10] days of any change in

ztj plans for living at the property.)

LEJCJ Is the property currently listed for sala? O Yes [} Ne
Full value of property (from tax statement): $ __  Amountowed: $
Rent collected each menth from propeny: 3
Expenses on property:
® interest ] VearyiMonthy @ Insurance 3 ¥ earlyMonihly
@ Taxaes and Assassments § YeattyiMonthy @ Upkeep and Repairs § YearlyrMonthyy

e LUtltiss $ Yearty/idonthly

B. If you ar any family member answered “YES" Lo the lis estate property question, please fill in the
address of the property below,
Address:

Da you or any family member have an income interest in a lite astata? 3 Yes 7 No

Is the lile estale {producingfearning/providing/giving) income? T Yes 1 Ne

Limmea ey Moare 4 At A



ooy

TaN :s

V.

If ycu or any family member answared "YES" to owning one or more of the items in tha VEHICLE section of
the Statement of Facts, MC 210, fill in tha foliowing intormation about each vehicle.

-

~

your family. if none, write "none.”

l

List alt cars, lrucks, motorcycles, airplanes or ol-road venicies {even if not running) owned by you or

COUNTY USE ONLY

, Listed for | Usedtor
Make and Model | Year Class | Owner Amount Owed Sale? [Transponation
. ! (Registration) | ;
) ' Yes No l Yes No
i o b
; - 5
f $
' 5
e ——— - [ S
. ? L o $
)
i k)
, o 5 3
; ! $
i | %
! &
1. List any boats, campers (do not include trucks), motor homes, or trailers which are nol used
as a home and are not taxed as real property by the county.
! Listed for -..1,_...':}“,6 1or7
Description i Yaar Cinss. Owner. Purchase Price Sale? ‘Transponalinn
{Registration) .
, Yes No Yes No
5
3
| i 5
i |
: ; %
i $
J ? i
! !
| 1 %
E : $
| $ B _
5
v | S
$
Note: |f you think the valug the Depanmen: of Mator Vehicies will give the items hsted in A and B will be

too high, you may get three appraisals of the actual value and the average will be used.

List exemp! vehicic

1 Venticahon of nonexempt
vehickes

G Vetlcalion of encumbiance

O Venficaton of personat
property

B

S-P(B/93)

Fage 2.



If you or any family member answered “YES" to owning items in the OTHER or BUSINESS soction of the
Statement of Facts, MC 210, please give more detailed information apout those items here.

OTHER

A. lf you or any iamily member own itemns of jewelry valued at more than $100 each, or are applying

uncer Pickle and your tems are over $500, you must fill in the foliowing
(Do not include wedding, engagement rings, or helrlooms.)

COUNTY USE ONLY

] Listed for Sale?
Description Amount Owed
| Yes Nao
3
$
B. 1 you or any family member answered “YES" to awning life insurance, you must fill in the following:
| Person insured ‘ i Data [ Current
Insurance Company : Face i Policy | Polley | Cash
. Pollcy Owned By Value , Number ! lasued | Vaiue
| : 1 ; K3
i $
1, ;
5
| S l
2 | | |
]
s 3
3. i

(€. _ )i you or your family membaer answered "YES” to owning one or more of the following:

1. buriai plot, vault, or crypt, is it for usae of immediate {amily? 3 Yes J No
or 2. mineral rights or mining claims, is either listed for sala? O Yes 1 No

Pleass give mora detailad information:

Description:;
Owned by:
Current Valua: 3 Amount Owed: $
Location:
D. H you or your family member answered "YES™ 1o owning a bunal resarve or trust, pteasa fill in the
following:
Purchased
Purchase Amount
Price QOwed For Whom : Fram Whoem
3 $
‘ : i
$ ‘s : i
$ s

INECo

If you or any famify member answared “YES" to owning one or more of the following types of business
items: eguipment. vehicles, tools, inventory or materials (including tivestock or poultry not for perscnal
use}, you must give mare detailed informatian by filling in the following.

Estimated | Amount

Description of It
e ot fem Value Owed

Heirtoom?
Totat Nanexempt

Appraised Value $

O Exempt

Yes No CSV

Exempt OO O %

Exempt 0 0O % -

Exempt O 0O %

Total CSV &

Exzempt O 0O %

[J Revocable
O trrevocable
J Designated Funds

Current Value $

A~





